Introduction
Functional disorders of the gastrointestinal tract may account for nearly 50% of patients seen by a gastroenterologist.' Many of these will have the classical 'painful variant' of the irritable bowel syndrome (IBS) which Thompson has defined as the presence of abdominal pain and altered bowel habit (constipation or diarrhoea or both in alternation) in the absence of positive findings on physical investigation.2 Six cardinal symptoms have been identified: abdominal pain relieved by bowel action, more frequent or looser stools with the onset of pain, visible abdominal distension, the rectal passage of mucus and a sensation of incomplete evacuation of the rectum after defaecation. 3 The finding of clusters of these symptoms in two independent groups of women drawn from the community supports the existence of IBS as a distinct syndrome. 4 Questionnaires administered to healthy subjects have indicated that approximately 15% have symptoms compatible with IBS and that many of these had never consulted a doctor for their bowel complaints. 5 6 This suggests that psychological and sociocultural factors play an important part in the help-seeking behaviour of some patients with IBS.
Psychological factors
Indeed, a high prevalence of psychological symptoms and psychoneurotic personality traits has been identified in IBS patients compared to healthy controls.7'8 But when comparisons are made between IBS sufferers who seek medical care and those who do not, opinions are divided. Welch and colleagues9 found no psychological differences between the two groups but others have shown that the 'patients' exceeded the 'non-patients' in their degree of depression, hypochondriasis and hysteria or in their frequency of learned illness behaviour.'0"' Patients with IBS or lactose malabsorption had more psychological symptoms than subjects with the same diagnosis who had not sought medical attention, suggesting that it is the psychological distress which influences which patient consults a doctor.'2 Furthermore, women 'non-patients' with IBS symptoms had no more psychological symptoms than asymptomatic controls. '2 Despite this body of evidence demonstrating psychological determinants of health-seeking behaviour, there is also evidence that IBS patients have more severe symptoms than 'non-patients'.'0"13 Out of 54 persons with IBS, every single symptom or measurement ofbowel dysfunction was worse in the 27 patients compared to the 27 non-complainers. ' 
Stress and motility
Although epidemiological studies indicate that there is an association between stressful experiences and disturbed bowel function,26 it has been much more difficult to demonstrate a consistent stress-induced pattern of dysmotility in IBS patients.27 Reduction in frequency of small intestinal migratory motor complexes induced by experimental psychological stress has been observed in addition to the occurrence of abnormal irregular contractions24 but they have also been observed in the absence of stress.25
Increased colonic pressure activity in IBS patients in response to acute stress was demonstrated in the elegant studies of Almy and coworkers28 but similar findings have been seen in normal subjects.29
IBS subgroups
The variability of presentation implies that IBS may include several distinct conditions and certain subgroups, especially where significant diarrhoea occurs, have already been identified. The use of radiolabelled bile acids has demonstrated idiopathic malabsorption of bile acids in some patients.0 Others, predominantly with painless diarrhoea, improve when certain foods, particularly wheat, are excluded from their diet. 3 
Group therapy
Approximately 500 new patients present to gastroenterologists in the United Kingdom each week" and up to 32% patients remain troubled by their symptoms in the long term, despite reassurance, antispasmodics and bulking agents.56 Alternative treatments such as hypnotherapy or psychotherapy if carried out on an individual basis are extremely time consuming. However, hypnotherapy in groups of up to 8 patients has been shown to be as effective as individual therapy57 and group stress management can also be helpful.58 '59 Food exclusion diets
The role offood intolerance in the aetiology of IBS, and exclusion diets in its management remains controversial. An initial study showing two thirds of patients improved3' has received some recent corroboration' but placebo response may be an important factor influencing these results. Other studies have not confirmed the high response rate to this form oftreatment and any improvement was confined to those with diarrhoea.6'
Conclusions
The majority of patients will respond to a positive attitude of explanation, understanding and reassurance combined with appropriate use of dietary fibre, bulking agents and antispasmodics. A trial of a bile acid binding resin is worthwhile in patients with frank diarrhoea but psychotropic drugs should be reserved for those with evidence of an affective disorder. In the minority of patients who do not respond to these measures and continue with troublesome symptoms, the local availability of psychotherapy, stress management counselling or dietician back-up for exclusion diet supervision may determine which of these alternative treatments is pursued. If the excellent results of hypnotherapy are confirmed from other centres this may become the treatment of choice for refractory cases especially in a group setting. As knowledge of the enteric nervous system increases, pharmacological agents targeted to this area may eventually offer rational and effective therapy.
